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FIFTH BRITISH COMMONWEALTH MEDICAL 
CONFERENCE 


Dr. S. WAND, Chairman of Council, extended a warm 
welcome to some thirteen delegates attending the Fifth 
British Commonwealth Medical Conference at B.M.A. 
House from July 11 to July 14. This Conference is for 
informal discussions among representatives of the 
national medical associations in the British Common- 
wealth on subjects of mutual interest. Among the 
subjects discussed on this occasion were the relations 
between the medical profession and the public, the 
medical profession and the State, postgraduate medical 
education in the United Kingdom, and _ overseas 
appointments. Delegates also visited the Postgraduate 
Medical School of London at Hammersmith as the 
guests of the dean, Dr. CHARLES NEWMAN. 


Commonwealth Medical Association ? 

Having received the report of the Fourth Conference held 
in Toronto in 1955, the Conference discussed its future 
membership and its finance. The main question appeared 
to be whether representation on the Conference should 
remain as at present or should be enlarged to include 
representation from territories within the Commonwealth 
which had become self-governing since the conference last 
met. Professor D, E. C. MEKIE, chairman of the Overseas 
Committee, submitted for consideration the idea of a 
Commonwealth Medical Association, in which there would 
be a central, correlating body for all the Commonwealth 
Medical Associations. This was supported by Dr. H. C. 
COLVILLE, president of the Federal Council of the B.M.A. 
in Australia. Some delegates were opposed to the creation 
of a Commonwealth Medical Association on the ground 
that it was not necessary. Dr. M. S. M. REFAI, honorary 
secretary, Ceylon Medical Association, pointed out that 
advice and information could be obtained from the British 
Medical Association, with the help of the Overseas 
Committee and the Commonwealth Medical Advisory 
Bureau, and Dr. A. D. KELLY, general secretary, Canadian 
Medical Association, expressed some fear that a Common- 
wealth Medical Association, if formed, might become an 
alternative to the World Medical Association. The British 
Commonwealth Medical Conference should, he said, be 
continued as at present. 

The Conference agreed to a suggestion by Professor 
MEKieE that the matter should be considered in each 
individual territory, and that their views should be made 
available well in advance of the next Conference. 

There was general agreement that the Conference should 
be as wide open as possible to all parts of the Common- 
wealth, and that those countries which were about to become 
self-governing should be invited to become members. 


On the subject of finance, a generous offer by the Canadian 
Medical Association to increase its subscription from £700 
to £800 was accepted, and the Conference agreed to retain 
the present formula of contribution based on Association 
membership but with a minimum subscription of 2% of the 
total expenses of the Conference. 


Doctor—Public Relationship 

For many years there has been discussion about the 
doctor-patient relationship: now there might be added 
another—the doctor-public relationship—said Mr. JoHN 
PRINGLE, public relations officer to the B.M.A., in the 
discussion which he introduced on relations between the 
medical profession and the public. Reports from the 
delegates showed how some countries were strengthening 
their ethical standards and how others were under pressure 
to abandon anonymity. From Canada came a personal view 
that “health education” was neurosis-producing. All 
national professions had faced the problem of improving 
relationships with the press, some with considerable success. 
As the PRresIDENT remarked: “The quality of his work 
determines the prestige of the doctor.” 

“Why is it that the medical profession has such difficulty 
in coming to terms with so many of the great institutions of 
the modern world?” asked Mr. PRINGLE. “I think the 
fundamental difficulty is that the profession expects the new 
media to come to terms with it.” Newspapers, magazines, 
films, pcsters, radio and television programmes—the modern 
community was knit together by these. The new media 
expected the medical profession, within its ethics and 
standards, to invent its own methods of coming to terms. 
Mr. Pringle added that relations between doctors and the 
rest of the population in Great Britain were probably as 
satisfactory to-day as they had ever been. 

Dr. R. F. THomas (New Zealand) admitted that doctors 
had often reacted in an unfortunate way, as if members of 
the press had inferior standards. In the last few years the 
New Zealand medical profession had taken up a much more 
liberal attitude, with some results. In an Auckland 
newspaper medical articles were sponsored by the medical 
association, and their Family Doctor was popular. There 
were talks on the radio. The distinction between whether 
a doctor was named or not depended on whether he was in 
full-time employment or private practice. Dr. R, SCHAFFER 
(South Africa) noted that in South Africa, where there was 
no National Health Service, it was difficult for people to 
realize that running a practice could be very expensive ; 
the profession was endeavouring, through its press liaison 
officers, to put across details of the economics of medical 
practice. 

Dr. COLVILLE pointed out that anonymity was a simple 
matter when the sole means of public utterance was articles 
in newspapers: with television, where only certain individuals 
had aptitude for presentation, the profession was reconciled 
to the feeling that the old ideas had to be ee -" 
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Canada, too, Dr. KELLY said: “The effect of television 
is to modify our traditional conservative attitude to 
identification.” Now the Canadian Medical Association’s 
code of conduct absolved a practitioner who was named if 
he was sponsored by a recognized medical society. Asked 
what would happen if the doctor obtained sponsorship from 
a small, unrepresentative, but “ recognized” (for example, 
as a trade union) group, Dr. KELLY said that in a comparable 
situation in Britain the B.M.A. could discipline only its own 
members. He also mentioned that the Canadian Medica! 
Association had a “code of co-operation” between the 
profession, press, radio, and television. 

Dr, SANGHAM LAL (India) said the doctor in India had 
to compete with the indigenous systems of medicine, which 
were cheaper. But by and large the relationship between 
the public and the medical practitioner of modern science 
was very good and was improving day by day, because 
of the sacrifice he was making for the man in the street— 
25% of his services were free. The Medical Council of 
India took a strong view on advertising. The radio was 
government-controlled and articles in the press were 
anonymous. Dr. S. A. Simppiki (Pakistan) found relations 
between the medical profession and the public of Pakistan 
on the whole satisfactory, and thought it an advantage to 
have a doctor as Minister of Health. She stressed the 
importance of the way the doctor behaved to his patients. 
This was underlined by Dr. REFaAl, who paid tribute to 
what Sinhalese doctors learned about the handling of 
patients when they came to Britain. People said if the 
doctor had been overseas “half the disease was cured.” 
About two years ago there was considerable press criticism 
of doctors, but fortunately the secretary of the Ceylon 
Medical Association was able to convince the press that 
they should not publish statements which would injure the 
doctors, and even reports of mishaps were not now 
published. The Ceylon Medical Council was very strict on 
advertising. 

Dr. F. Kirk Lyon (Canada), who spoke of the Ontario 
Division of the C.M.A.’s| mammoth popular medical 
exposition, “ Medescope,” and of the influence of newspaper 
and magazine articles, said he spent about two-thirds of his 
time convincing people they did not have cancer or 
tuberculosis ; they had all become self-diagnosticians. He 
wondered how much good these articles did. Dr. M. J. 
Dyar (Eire) mentioned the support which the Irish 
profession received from the press in its dispute with the 
Minister of Health. Ireland followed the B.M.A. over 
anonymity, but found it awkward at times. The newspapers 
thought no one did hole-in-the-heart operations except in 
local authority hospitals, which local authorities publicized. 
There might be something to be said for the capacity of 
the C.M.A. to stretch a point. Mr. KENNETH Cross (P.R.O., 
Canadian Medical Association) said his Association had 
public relations workshops for doctors, and had produced 
three T.V. filmlets to acquaint the general public with the 
job doctors were trying to do. 


Profession and State 

Sunday morning was devoted to a discussion on the 
medical profession and the State, and delegates gave brief 
reports on the present position in their countries. 

Dr. Rerat said that Ceylon was divided into nine 
provinces, each of which had a large hospital of 500 beds. 
There were, in addition, district hospitals with 200 beds, 
and peripheral hospitals with 75 to 100 beds, together with 
clinics. The provincial hospitals were manned by those 
possessing postgraduate qualification from the United 
Kingdom, district hospitals were manned by holders of 
lesser degrees, and peripheral hospitals were manned by 
graduates of Ceylon’s own university. Some of the hospitals 
had no staff. For a long time there had been a shortage 
of doctors and nurses, and in 1958 the Ceylon Parliament 
sanctioned a large sum of money to build a second medical 
school about ten miles from Colombo. At the same time, 
six new training colleges for nurses had been set up in the 
provinces. In spite of the shortage, out of 1,000 doctors 


employed in the Ceylon medical service some 400 were 
doing only administrative jobs. Parliament had now decreed 
that all administrative posts were to be filled by civil 
servants, leaving doctors to take up clinical work. All work 
outside hospitals in Ceylon was private practice, concluded 
Dr. Refai, 

Out of a total of 85,000 doctors in India, only some 
23,000 were members of the Indian Medical Association, 
said Dr. V. PRaKAsH, honorary joint secretary, Indian 
Medical Association. There were difficulties in India owing 
to the encouragement of the indigenous system of medicine, 
of which there were more than 200,000 practitioners. 

Although there was a shortage of doctors—85,000 qualified 
practitioners to a population of 400 million—Dr. Prakash 
said he knew of a hospital in Delhi to which practitioners 
would journey 1,200 miles for a post of house-surgeon at a 
pittance. Unemployment among doctors was owing to the 
fact that young doctors coming to the large cities did not 
want to go back to primitive conditions. 

There were 55 medical colleges in India, the older ones 
being as good as those anywhere else, but the new colleges 
encountered difficulties in buildings and staff. The Indian 
Medical Association had pointed out to the Government 
that it was all very well opening medical colleges, but it 
was necessary to ensure that the products of those colleges 
were properly utilized. 

Dr. E. S. Dismorr, president, Medical Association of 
Southern Rhodesia, said that the great majority of hospitals 
in Southern Rhodesia were maintained by the Government. 
There were a large number of missionary hospitals which 
were subsidized by up to two-thirds of their cost. There 
were also a few private nursing-homes and hospitals. Until 
recently all doctors in Rhodesia had entry to Government 
hospitals, but the Government found the administration was 
being embarrassed by the number of doctors using too few 
beds, and now hospitals in two of the largest towns had 
been closed to all new doctors. The Medical Association 
of S. Rhodesia had been having discussions with the Minister 
of Health with a view to starting Government hospitals 
with as many part-time doctors as possible, but the Minister 
had since changed, and a Commission had been appointed 
which, it was hoped, would report on the matter in the near 
future. The Association in Rhodesia believed that the 
standard of medical practice could remain high only if all 
doctors had entry to hospital. 

Speaking on behalf of South Africa, Dr. SCHAFFER, 
president, Medical Association of South Africa, stated that 
the position in his country was very satisfactory, in that 
the Association had the closest possible liaison both with 
the Central Government and with the provincial authorities. 
Each province had its own director of hospitals, and all 
directors were membérs of the Association. In South 
Africa the Association had some say not only in the 
management of hospitals and development policy but also 
in the selection and appointment of hospital personnel. The 
Association had also been able to obtain excellent 
conditions of service for doctors employed by the central 
and provincial governments. For example, a_ recently 
qualified graduate with two years’ experience would receive 
a salary of approximately £135 per month as a resident in 
hospital. In addition he would receive a leave gratuity of 
£60, and after five years was entitled to six months’ 
cumulative leave. 

There was a specialists register in South Africa, and the 
specialists were restricted in that they may only practise 
their own specialty and may not do domiciliary work except 
at the request of a general practitioner. It was impossible 
for anyone to claim to be a specialist unless he had had 
the requisite training, which was three years’ postgraduate 
training at an approved teaching hospital. It was the 
policy of the Medical Association of South Africa that the 
maximum number of doctors should have access to hospitals, 
concluded Dr. Schaffer, and that any patient who paid fees 


in hospital should have free choice of doctor. 


Dr. COLVILLE gave details of the Australian National 
Health Service, which covered 60 to 70% of the population. 
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It was private practice and there was no interference by the 
Government at any stage, but one of the greatest difficulties 
was to get a proper correlation between medical benefit and 
the actual fees charged. Another difficulty was that the 
system of voluntary insurance meant that eligibility of the 
patient for insurance was in the hands of the insurance 
company or benefit society. It had the disadvantage that 
those who most needed medical assistance found they were 
not insurable and could not benefit from the service. 
However, in the last year the Association in Australia had 
persuaded the Government to institute an arrangement 
whereby all benefit societies had to establish a special fund 
for those cases. 

Dr, R. F. THomas, chairman of council, New Zealand 
Branch, described the State-subsidized system in New 
Zealand. The State paid 7s. 6d. per consultation, private 
hospitals were also subsidized, and all pharmaceuticals were 
paid for by the State. The system was regarded as satis- 
factory from both the patients’ and the doctors’ point of 
view, because the doctor—patient relationship had not been 
interfered with. The patient went to the doctor of his 
choice, and the doctor charged a fee which he considered 
to be commensurate with the service rendered. A doctor 
could practise wherever he chose, and the patient could go 
to Dr. A to-day and Dr. B to-morrow. The system called 
for integrity and honesty on the part of the doctors, and 
in the case of any infringement of the regulations the New 
Zealand Branch was empowered to deal with it through 
its own disciplinary committees. It was interesting to note 
that, if any general practitioner in New Zealand consistently 
saw more than 50 patients in any one day, it was grounds 
for investigating his conditions of practice. Over 98% of the 
practitioners in New Zealand were members Of the 
Association, and there was no other medico-political 
organization at all. The British Medical Association spoke 
for everybody. 

Dr. Kirk Lyon, deputy president, Canadian Medical 
Association, reported that in Canada the relationship 
between the profession and the Government was excellent. 
One reason was that, under the British North American Act, 
health was a matter for the ten provinces. There were some 
19,000 doctors catering for a population of 17 million, and 
of those 19,000 some 13,500 were members of the 
Association. There were twelve medical schools producing 
900 to 1,000 graduates each year. Many practitioners 
holding specialists’ certificates were in general practice or 
part-time general practice and part-time specialty. Hospitals 
were open to all practitioners who had a licence, with the 
exception of some of the university hospitals. 

Dr. KELLy gave details of the voluntary insurance system 
operating in Canada under the Blue Cross scheme. Its 
effect on medical practice was not yet apparent, said Dr. 
Kelly, but the doctor who referred a patient to hospital 
continued to treat him and charged his professional fee as 
before. The pressure on hospital beds had been heavy, 
as was anticipated, because of the inclusion of certain 
diagnostic services in the scheme. There were about five 
general hospital beds per thousand of the population. 


Postgraduate Education in U.K. 


On Monday the Conference assembled at the headquarters 
of the British Postgraduate Medical Federation, where the 
question of postgraduate medical education in the United 
Kingdom was discussed. Dr, R. A. PALLISTER, medical 
director of the B.M.A.’s Commonwealth Medical Advisory 
Bureau, introduced the subject, and considered some of the 
ways in which the hospitals and teaching bodies could meet 
the wishes of doctors seeking postgraduate education in this 
country. Dealing first with the specialist, Dr. Pallister said 
that if he came from overseas, and wished to visit hospitals 
and clinics, he would probably know where to go and 
could make his own arrangements, but help and advice were 
readily available. In addition, short conferences suitable 
for consultants or senior registrars were held from time to 
time in London and other important medical centres. Any 


doctor could find suitable courses to attend provided 
adequate notice was given. For those who wished to train 
as specialists attachments to clinical units or laboratories 
might be arranged in suitable cases by direct contact or 
through the British Postgraduate Medical Federation, but if 
any paid post was sought the doctor would apply for 
vacancies in hospitals under the National Health Service, and 
they were filled by open competition. 

Sir FRANCIS FRASER, director of the British Postgraduate 
Medical Federation, gave details of arrangements sponsored 
by the Government. The Government had asked the 
universities to undertake the postgraduate work, and the 
universities had accepted the responsibility. Sir Francis 
explained that there were fifteen regions, each of which 
had a university with a medical school, and the medical 
faculty of that university was responsible for dealing with 
postgraduate education, The University of London was 
responsible for five regions. In the year 1957-8 there were 
records of 8,000 graduates going through, including United 
Kingdom personnel, but he urged that graduates should 
be dissuaded from coming to the United Kingdom to take 
courses unless they had made arrangements in advance. 
Another obligation accepted was that of continuing education 
for specialists by means of two-day symposia on limited 
subjects.. A number of Commonwealth senior visiting 
consultants attended these symposia. 

In the short discussion which followed, Dr. M. J. Dyar, 
chairman of council, Irish Medical Association, said it was 
unfortunate that the use of the term “ specialist” should 
imply restriction to one sphere, as undoubtedly it did. Sir 
FRANCIS FRASER pointed out, in reply, that in Britain the 
word “ specialist * had no official meaning at all. 

Dr. I. D. Grant, chairman of the International Relations 
Committee of the B.M.A., referred to the “rather tragic ” 
watertight compartments into which the general practitioner 
and the consultant had fallen. It was, he said, almost 
obligatory for a student to decide when he graduated whether 
he would be a general practitioner or a consultant, and Dr. 
Grant wondered whether hospitals could not take on their 
junior staff general practitioners who wanted to maintain a 
hospital connexion in a specialty. Dr. S. WAND pointed 
out that such a scheme was already in being in Birmingham, 
where the general practitioners were invited to do certain 
clinical work in hospitals for which they were paid. 


Overseas Appointments 


The final discussion on the problems in connexion with 
the filling of overseas appointments was opened by Professor 
C. A. Weis. He said that at any given moment 2,000 
overseas graduates were working in this country, and without 
them there might be difficulty in carrying on. But relatively 
few practitioners were sent abroad from this country. 
Professor Wells said that it was an important part of the 
education of a young man to get away and see something 
of the rest of the world. 

Referring to the Colonial Medical Service, Professor Wells 
described it as a service which was shrinking at both ends. 
There were fewer territories to be served and at the same 
time the established long-term serving men were being 
elbowed out to make room for nationals in newly 
independent countries. Those who were leaving prema- 
turely were in an unfortunate position, because when they 
returned to this country the National Health Service made 
it difficult for them to establish themselves in congenial 
medical employment. As a result of that shrinkage it 
followed that if there were to be any service it had to be 
on a short-term basis, and the problem was to provide the 
best possible people to do short terms of service. 

Two ways of meeting the difficulty were secondment and 
proleptic appointment. The Minister of Health was 
prepared to assist in secondment, and it worked well for 
those in academic departments because the method of 
promotion in these was by stages. However, it did not 
help the clinician. The only way to help him was to give 
him his consultant’s appointment before he left the country. 
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If vacancies could be anticipated by about two years, 
advertised, and the applicants interviewed and selected and 
told that they had a job to come back to in two years, it 
would go a long way towards solving the problem. 

The CHAIRMAN recalled that. the two main objections 
raised against proleptic appointments were, first, that a 
proleptic appointment would more or less mean that the 
holder would be compelled to serve a term overseas, and, 
secondly, it was impossible to anticipate what a man would 
be like when he took up his appointment in two years. In 
his view, the answer to the first was that no pressure should 
be put on doctors to undertake any specific type of employ- 
ment, and, to the second, that if it was not possible to 
anticipate what a man would be like in two years, how 
could one anticipate what he would be like in 25 years’ 
time ? 

Dr. E. S. Dismorr considered the idea of proleptic 
appointments to be excellent. There would be a great 
need for registrars and senior registrars in Central Africa 
when the medical school was started. There was a real 
shortage of doctors in the Government service at the present 
time. Dr. S. A. Smppik1 said that experienced doctors were 
needed in Pakistan, and any senior practitioners who were 
willing to go to Pakistan on a temporary basis would be 
very welcome. Dr. R. SCHAFFER said that difficulty was 
experienced in South Africa in finding adequate medical 
staff for some of the small hospitals, where conditions of 
service were excellent and there was ample opportunity to 
gain experience. By way of example, Dr. Schaffer said 
that a graduate of two years’ standing would start at a 
salary of £1,740 per annum if married, with an additional 
£60 per annum vacation bonus. After three years’ 
qualification the commencing salary was £1,860 per annum. 
The Medical Association of South Africa would do its best 
to assist applicants from the United Kingdom, and it would 
be hoped that applicants would be so happy that they would 
stay there. There was ample scope in South Africa in 
general practice. The average salary paid to an assistant 
varied, according to the locality, from £135 per month to 
£175 per month. There was plenty of scope for the young 
man as an assistant, locum, or in employment in some of 
the hospitals, particularly those for non-whites. Income tax 
was approximately Is. 3d. in the £ of actual salary, living 
costs were no higher than those in the United Kingdom, 
and there was full reciprocity with regard to registration 
between the United Kingdom and South Africa. 

In reply to a question by Dr. GRANT, Dr. SCHAFFER said 
that in the first instance an appointment would be 
temporary. If the candidate acquired a working knowledge 
of Afrikaans he would then be eligible for a permanent 
appointment. Dr. Reral said there was a_ great 
demand for doctors in Ceylon, particularly teachers. The 
new postgraduate school would be manned entirely by 
doctors from the United Kingdom. The Government had 
under consideration a special salary scheme for them with 
exemption from income tax. Dr. COLVILLE stated that 
there would not be much opportunity in Australia so far 
as proleptic appointments were concerned, because medical 
requirements in Australia were adequately supplied by local 
graduates. There was no shortage of doctors in Australia, 
and it was doubtful whether anybody from the United 
Kingdom would obtain an appointment in a large hospital. 
He suggested that there was scope for an exchange system 
between the United Kingdom and Australia for young 
men. 

Dr. THomas reported much the same position in New 
Zealand. In fact, he said, saturation point for general 
practitioners was not very far away. A two-way scheme 
might be agreeable. Dr. KELLY said that Canada received 
some 300 immigrant doctors from the United Kingdom each 
year, most of whom were “refugees from the National 
Health Service.” If the practitioner taking up a proleptic 
appointment had a fellowship or was employable in a 
research capacity, there might be opportunities; but in 
straight clinical work in hospitals, unless the matter could 
be arranged between one professor and another, the 


Opportunities were few. Dr. Dyar supported the idea of 
proleptic appointments and agreed that there was need for 
a two-way exchange. 

The Conference agreed that the interchange of medical 
personnel and the supply of doctors from other parts of 
the Commonwealth to under-doctored areas was to be 
encouraged, and that one way of encouraging it would be 
by giving doctors in advance a more settled outlook for 
their future. 

It was agreed to hold the Sixth Conference in February, 
1961, in New Zealand. 


TUBERCULOSIS AND DISEASES OF THE 
CHEST GROUP 


ANNUAL MEETING 


The future of the chest services was the main topic of 
discussion at the annual meeting of the Association’s 
Tuberculosis and Diseases of the Chest Group held at 
Cambridge on July 1. There was more work for chest 
physicians than ever before, it was stated, if they did the 
work they ought to be doing. Dr. NORMAN ENGLAND was 
elected chairman of the meeting. 


Ten Years of Striving 


Dr. T. W. Davies, in presenting the annual report of 
the Group Committee, of which he is chairman, reviewed 
a decade of striving (the Group was formed in 1949) in 
which there had not always been success but where there 
had been some notable achievements. First, however, he 
paid a warm tribute to Dr. Peter Edwards, until a year ago 
chairman of the Group since its formation, which was 
endorsed by unanimous resolution. 

In 1949 there were 562 members of the Group, The 
present membership was 494. Reporting this, Dr. Davies 
said the reduction was due mainly to resignations through 
change of employment, retirement, and a few deaths. 

In its early days the Group Committee had been concerned 
with remuneration under the National Health Service. There 
had been delay by some regional hospital boards in paying 
chest physicians the full rate of salary, pending settlement 
of whether two-elevenths or three-elevenths should be 
regarded as work done for local authorities. The Committee 
had taken the view that chest physicians should be paid at 
the full rate and that there should be no difference between 
them and other consultants and specialists. Settlement should 
be negotiated between regional hospital boards and local 
authorities. Continued pressure from the Committee had 
settled the matter, and full payment, retrospective to July 5, 
1948, was eventually made. Since then there had been no 
further trouble. 

Future of S.H.M.O. Grade 

Since the early days, Dr. Davies reminded his audience, 
the Committee had been concerned with the problem of 
the S.H.M.O., primarily for the reason that there were more 
S.H.M.O.s in the chest service than in any other specialty, 
and also because anomalies of grading were more apparent 
in the chest group than in other specialties. Representations 
were made to the Joint Consultants Committee against the 
inclusion of diseases of the chest in the “ notorious ” circular 
R.H.B.(50)96 as a specialty in which establishments might 
include S.H.M.O. posts. The Group’s representations were 
not successful then, but it had now been realized that this 
circular was responsible in some respects for the present 
problems of the §.H.M.O. grade, owing to the way it had 
been used both by the Ministry of Health and by regional 
hospital boards. The S.H.M.O. Group had called for its 
revision, and this had been accepted by the Joint Consultants 
Committee. As far back as 1951 representations were 
made that the S.H.M.O. grade should be reviewed, and 
eventually the Management Side of Whitley Committee B 
agreed to consider individual cases of S.H.M.O.s_ in 
consultant posts and whether they should be paid on a 
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consultant scale, Over 900 applications were received from 
S.H.M.O.s in all specialties who felt their duties and 
responsibilities were of consultant nature, and 200 were in 
chest diseases. The review had been completed. The latest 
proposals of the Management Side were now being 
considered by the Staff Side. 

Dr. Davies was able to report a substantial achievement 
in getting the conditions for domiciliary consultations 
altered. The Group Committee had objected to the 
stipulation that no fee would be payable for a domiciliary 
visit to any patients on the tuberculosis register of a chest 
clinic. Subsequent negotiations with the Joint Consultants 
Committee resulted in a withdrawal of the condition by 
Whitley Committee B and an amendment of the terms and 
conditions of service, It was the first time the Staff Side 
had been successful in getting these terms amended. 


Future of Chest Services 


Continuing his review, Dr. Davies said that the Group 
had been responsible for two reports—“ Tuberculosis and 
the National Health Service” (1950) and “ Future of the 
Chest Services ” (1956). There had been close co-operation 
with the Joint Tuberculosis Council in the compilation of 
the latter’s report on the future of the chest service, and 
the conclusions of the two reports showed considerable 
unanimity of thought. The Group Committee welcomed 
the Joint Tuberculosis Council’s report (Supplement, 
April 11, p. 141) and its presentation as B.M.A. policy to 
the Representative Body in Edinburgh. It had already been 
discussed by the Joint Consultants Committee with the 
Ministry. The Chest Diseases Committee of the Central 
Health Services Council would also discuss it, and it was 
hoped to interest the Royal College of Physicians in it. 

In the discussion which followed, Dr. C. K. CULLEN said 
he was very worried about the attitude of many leading 
members of the service in accepting the views of regional 
boards in cutting down staffs as redundant because of the 
decline in tuberculosis, There was more work to-day than 
ever, if chest physicians did the job they should. It took 
longer to tackle 2sthma and to treat and follow-up a case 


of bronchitis. Most clinics were understaffed for what- 


they ought to do. 

Dr. F. RIDEHALGH said integration of the chest services 
with the hospital services was essential. It should be an 
integration by evolution—not a sort of take-over bid by 
the hospitals. The spectrum of diseases which chest 
physicians dealt with had been vastly widened, but, he 
added, it must be seen too that the young men who 
followed had the competence to accept their opportunity. 

Professor J. W. CROFTON said the Group Committee 
should consider the training of future chest physicians, and 
stressed that training was tied up with the future of the 
service. If the trainees were second-class they would rightly 
be kept out. In Dr. H. Ramsay’s opinion there was 
undoubtedly redundancy in the chest service. Unless chest 
physicians extended their field, and made themselves 
competent in it, redundancy would continue. 


TAX ALLOWANCE ON B.M.A. SUBSCRIPTION 


The Association has been notified by the Inland Revenue 
that, under the provisions of the Finance Act, 1958, 85% 
of the annual subscription to the B.M.A. (that is, 17s. in 
the £) will be allowable as a deduction in Schedule EF 
(P.A.Y.E.) Income Tax assessments. 

This will take effect from (and will include) the year 
ending April 5, 1959, and is subject to certain conditions. 
In effect the conditions are that the taxpayer concerned is 
holding a medical appointment and that his B.M.A. 
subscription is paid out of his salary. 

A member of the B.M.A. who is entitled to the relief 
should apply to his tax office as soon as possible for Form 
P.358 on which to make a claim for adjustment of his 
P.A.Y.E. coding. 


GENERAL MEDICAL SERVICES 
COMMITTEE 


At its first meeting of the new session on July 2 the General 
Medical Services Committee appointed Dr. A. B. Davies 
as chairman for a further term of office. 

The CHAIRMAN welcomed two new members of the 
Committee, Dr. W. H. Hays, of Bristol, and Dr. W. E. 
Bowden, of Lancashire, and then introduced Mr. B. E. 
Freamo, Assistant Secretary of the Canadian Medical 
Association, who was in Britain prior to the joint annual 
meeting of the C.M.A. and the B.M.A. in Edinburgh. 


Status of Principals | 


As a result of a report of matters discussed with the 
Ministry of Health, it was agreed that a subcommittee 
should be set up to study and report on the status of 
partnerships. The subcommittee, which would report back 
to the G.M.S. Committee, consisted of Dr, J. A. 
Pridham, Dr. B. Cardew, Dr. R. J. T. Gardiner, Dr. A. N. 
Mathias, Mr. D. C. Bowie, Dr. M. Sorsby, and two 
representatives of the Assistants and Young Practitioners 
Subcommittee. 

Transfer of Patients 


The Committee considered a letter from the London 
Local Medical Committee which called for an amendment 
of the regulations which would restore to a patient the 
right to transfer immediately from one doctor to another. 
At present the waiting period is 14 days. Dr. F. Gray said 
that the London Local Medical Committee thought that the 
conditions which existed at the time of the introduction of 
the 14-day rule no longer applied and that its abolition 
would not result in an inordinate number of persons 
exercising the right to immediate transfer. The proposed 
change would be of benefit from an administrative point 
of view. Dr. F. M. Rose opposed any alteration of the 
rule, which, he said, had worked extremely well for many 
years. It would reintroduce a number of the unpleasant 
factors which existed in the days of free transfer. 

It was agreed that the London Local Medical Committee 
should be asked to bring the matter before the next 
Conference of Local Medical Committees. 


ASSISTANTS AND YOUNG PRACTITIONERS 
SUBCOMMITTEE 


The average salary offered to assistants in England and 
Wales rose by nearly £100 in the last six months and the 
basic average is now in the region of £1,350, the Assistants 
and Young Practitioners Subcommittee was told on July 9. 
It was also reported that, as well as a few executive councils 
maintaining lists of doctors who wished to be considered 
for small practices, there is a small-list scheme in which 
executive councils may consult the B.M.A.’s Medical 
Practices Advisory Bureau before they decide to disperse 
a list. Preliminary consideration was given at the meeting 
to whether restoration of the optional buying and selling 
of goodwill would help the young man to get established. 
It was decided to continue discussion of this topic in the 
next session. Dr. F. G. ToMLins was in the chair. 

Dr. A. B. Davies, chairman of the G.M.S. Committee, 
enlarged on his attitude towards the Subcommittee’s 
recommendation that the maximum size of lists should be 
reduced. He had been reported in the Journal (Supplement, 
February 21, p. 61) as having said that the G.M‘S. 
Committee’s decision to take no action on the recommenda- 
tion was purely a matter of expediency with regard to 
Association policy. Dr. Davies said his remark had been 
taken out of its context. The whole point was that the 
profession’s case before the Royal Commission depended 
on figures as they existed at the time the evidence was given, 
and, indeed, as they were to-day. That was where the 
question of expediency came in. There was nothing subtle 
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about it. The profession would look foolish if it corrected 
all its evidence, which had been democratically approved, 
in the middle of the Royal Commission’s deliberations. If 
there was a general wish that the maximum size of list 
should be smaller, naturally account would have to be taken 
of this. Dr. Davies pointed out that the man with the top 
list was earning the money for 3,500 patients but he was 
also doing the work for 3,500. To reduce the maximum 
list, unless there was more money available, would mean 
a reduction in his income. Practitioners who had over- 
average-size lists had received a relatively small increase as 
a result of the Danckwerts award. Other groups besides 
young practitioners had claims. The common thing was 
that the profession as a whole did not receive enough 
money. 

It was left to the Subcommittee which will take office 
next session to decide what it wanted done about reduction 
of lists. 


TAX ASSESSMENT OF PART-TIME 
SPECIALISTS 
SCHEDULE E FOR HOSPITAL SALARY 


A decision of the special commissioners for income tax that 
the remuneration from N.H.S. hospital work of part-time 
specialists should be assessed under Schedule D (Supplement, 
August 18, 1956, p. 103) has been reversed on appeal to 
the High Court. Mr. Justice Upjohn gave judgment on 
July 21 in five test cases which were appeals by the Inland 
Revenue from the decision of the special commissioners. He 
held that the income earned from N.H.S. hospital work by 
part-time medical specialists under the National Health 
Service Act should be taxed under Schedule E. 

The main argument devolved upon whether a contract 
with a hospital board meant that a specialist (1) occupied 
an office, (2) undertook employment, or (3) merely rendered 
services in the course of the exercise or practice of his 
profession. If (1) or (2) were established, then tax would 
be payable under Schedule E. The Judge held that the part- 
time consultants concerned were performing the duties of an 
office and should be taxed under Schedule E. The fact that 
the exercise of that office might truly be described as an 
incident in the profession of a specialist could not alter the 
position. He ruled also that fees for domiciliary visits were 
part of the exercise of the appointment, and similarly must 
be subject to rules applicable to Schedule E. In respect 
of remuneration for locumtenent duties, the Judge held 
that the locumtenent is holding the post of another person 
for the time being. Therefore his tax position is the same 
as the holder of the post, and Schedule E rules must apply. 

One other point which was raised in the case was the fees 
and expenses incurred in lecturing. The Judge did not rule 
on this point, leaving it for some further case. Neither did 
he rule on the question of fees for domiciliary work outside 
a specialist’s contractual area. In the last two instances the 
Judge said that expenses were deductable under Schedule D 
for the relevant years of assessment—that is, the years to 
which the appeals related. 

Counsel’s opinion is now being sought on the question of 
an appeal to the Court of Appeal, and the Inland Revenue 
authority has been approached with a request that the 
“ standstill ” arrangements (Supplement, November 17, 1956, 
p. 194) might remain until a decision is reached. 


Fulham Borough Council has decided that its resolution of 
1946, requiring all its employees as a condition of employment 
to be members of a recognized organization, should no longer 
apply to any registered medical rractitioner appointed to a medical 
post in the council’s service. This brings conditions of service 
in medical appointments in the Metropolitan Borough of Fulham 
into line with Association policy, and advertisements for posts 
from this borough have ceased to be listed in the B.M.A.’s 
Important Notice. 


Correspondence 


S.H.M.O. Posts in Geriatrics 


Sir,—The Medical Society for the Care of the Elderly 
considers that elderly patients should be entitled to the 
same high standard of medical care as patients belonging to 
younger age groups. For this reason we believe that a 
physician in charge of a geriatric unit should be of 
consultant status. An S.H.M.O. appointment can hardly 
achieve the desired standard, even when there is some 
supervision by general physicians, who are often already 
fully committed. 

An appointment recently advertised in the Journal is of 
S.H.M.O. status. We are informed that the physician 
appointed will have responsibility for over 200 beds as well 
as having duties for the local authority. Responsibility for 
this number of hospital beds alone would seem to us to 
fully justify a consultant appointment. Moreover, very 
close co-operation between the hospital and local authority 


services is required, and this involves considerable 
responsibilities —I am, etc., 
AMULREE, 
President, 
London, S.W.3. Medical Society for the Care of 
the Elderly. 


Hospital Medical Advisory Committees 


Sir,—The multiplicity of methods adopted by the 68 
large mental hospitals in relation to medical advisory 
committees, reported by Dr. R. Middlefell (Supplement, 
July 11, p. 4), must cast doubt on the suitability of the 
cumbersome committee method for mental hospitals. Be 
this as it may, and the management committee having 
somehow been advised, the crux of the question remains. 
Who is to accept the day-to-day responsibility for seeing 
that their decisions, most of which directly affect patients, 
are carried out? Unless we have resident management 
committees the overall responsibility for this, in spite of 
delegation where possible, will fall on one whole-time 
officer. Is his background to be professional and medical, 
or clerical ? 

Perhaps the situation is more clearly seen in the small 
hospital and particularly the mental deficiency hospital 
where there is often only one clinical team—and the small 
hospital is to be the pattern for the future—I am, etc., 

Morpeth. C. Guy MILLMAN. 


Association Notices 


NOTICE TO SHIP SURGEONS 


Maritime Subcommittee 


The Private Practice Committee of the British Medical 
Association has appointed a subcommittee to consider all 
questions affecting medical practitioners concerned with 
merchant shipping. 

A meeting of the Subcommittee is to be held at B.M.A. 
House, Tavistock Square, London, W.C.1, on Wednesday, 
September 30, at 2 p.m., when conditions and terms of 
service of ship surgeons and other relevant matters will be 
considered. Any doctors in active practice as ship surgeons 
who find it convenient to attend are invited and should, if 
possible, give notice by letter or telephone. 


CHANGE OF NAME OF THE SOUTH AUCKLAND 
DIVISION 
Notice is hereby given by the Council of the change of 
name of the South Auckland Division of the New Zealand 
Branch to the Waikato Division. . 
D. P. STEVENSON, 
Secretary. 


